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Ins ection Summar
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Areas Ins ected: Routine, announced inspection by the resident inspector of
control room operations, licensee action on previous inspection findings,
operational safety verification, surveillance program, maintenance program,
and licensee event reports (LERs).

Results:

O~eretioes

The licensee's response to reactor feedwater (RFW) testing which showed
that actual flow was higher than indicated flow was timely, well
focused, and minimized potential operations at greater than 100 percent
power (Section 2.1).

Response to the smell of smoke in a nonsafety-related motor control
center (HCC) was timely and well coordinated (Section 2.2).

Shift turnover quality improved due to the on-shift crew performing
detailed reviews and statusing of work scheduled for their shift
(Section 3.2.2).
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~ Licensee actions associated with an equipment operator who displayed
poor judgement during the performance of nonlicensed duties were timely
(Section 2.3).

Shift turnovers were not effective in assuring that increased frequency
testing of check Valve RCIC-V-28 was performed as specified in a

followup assessment of operability (Section 2.4).

Operators did not perform an operability determination for
Valve RCIC-V-28 or log that the valve was inoperable after it failed to
open during increased frequency testing (Section 2.4).

Maintenance

Maintenance activities observed were well implemented, with good
coordination between maintenance and operations staff- (Section 6).

Postmaintenance testing associated with postaccident sampling system
check Valve PSR-V-106 was not adequate to detect check valve leakage
(Section 6. 1).

Surveillance activities associated with control rod movement were
effectively implemented with licensed operators performing the required
verifications (Section 5).

En ineerin

Plant

RFW flow testing was effectively implemented and recommendations for
followup reactor power operation were conservative and appropriate
(Section 4.1).

Engineering followup of testing associated with the degraded
Valve RCIC-V-28 check valve was not timely. The followup assessments of
operability associated with Valve RCIC-V-28 were incomplete in that the
engineering judgement used to determine that the component was operable
but degraded did not effectively examine the past history of valve
operation in order to come to a logical conclusion. Engineering actions
to determine the second failure of Valve RCIC-V-28 to open were
inadequate (Section 2.4).

Su ort

Employees exhibited a complacent attitude with respect to verifying fire
doors closed 'following passage through the fire door (Section 7. 1).

Plant labeling improvements have been implemen':ed and housekeeping
continues to be excellent (Section 7.3).



i
Total WNP-2 worker-absorbed dose for September 1995 was 5.93 person-rem,
indicating improved focus on reducing exposure (Section 7.2).

Summar of Ins ection Findin s:

New Item

~ Violation 397/9529-01 ~~ection 2.4.3) was opened.
Inspection Followup Item 397/9529-02 (Section 2.4.: ', was opened.

Closed Items

Apparent Violation 397/9329-01 (Section 8. 1) was closed.
Violation 397/9329-03 (Section 8.2) was closed.
LER 397/93-01, Revision 2 (Section 9.1), was closed.

Attachments:

~ Attachment 1 — Persons Contacted and Exit Meeting
Attachment 2 — Acronyms



DETAILS

1 PLANT STATUS

The plant was at 100 percent reactor power at the beginning of the inspection
period. On September 3, 1995, licensed operators reduced reactor power to
75 percent for surveillance testing and rod recovery following control rod
hydraulic accumulator replacement. Operators restored the reactor to
100 percent power on September 4, 1995. On September 18, 1995, operators
reduced reactor power to 97.5 percent because RFW flow testing showed that
reactor power may be as high as 102.4 percent due to actual RFW flow being
higher than indicated flow (102.4 percent instead of 100 percent). On

September 30, 1995, operators reduced reactor power to 88 percent power
anticipating a potential transient due to the loss of an HCC which was
experiencing overheating. Later on September 30, reactor power was restored
tc 97.5 percent after eliminating the cause of the overheating. On October 2,
1995, operators reduced reactor power to 70 percent for surveillance testing
and repair of minor steam valve and piping leaks. Operators returned reactor
power to 97.5 percent on October 3, 1995. Reactor power remained at
97.5 percent for the remainder of the inspection period.

2 ONSITE FOLLOWUP TO EVENTS (93702)

2. I Power Reduction Due to Hi h RFW Flow

Background - The licensee calculates reactor power by performing a heat
balance calculation (calorimetric). One of the inputs to the calorimetric is
RFW flow. Due to the possibility of changes in the feedwater flow measuring
system, General Electric (GE) recommends that boiling water reactor owners
perform periodic (approximately once every 5 years) online tests to verify the
accuracy of the RFW flow signal. The licensee last performed an evaluation of
RFW flow in August 1990. In the 1990 test, the licensee used sodium dilution
measurements to determine the accuracy of the RFW flow. The test results
confirmed that indicated RFW flow was accurate.

On September 7, 1995, the licensee again assessed RFW flow accuracy. For this
test, the licensee used rubidium dilution measurements to determine the
accuracy of the RFW flow. Rubidium was used instead of sodium to reduce
worker dose during the testing. GE, who performed the test for the licensee,
believed the rubidium test had the same accuracy as the sodium test since the
same analytical techniques were used.

2.1.1 RFW Flow Test Results

At approximately 1 p.m. on September 18, 1995, GE notified the licensee that
preliminary results from the RFW test showed actual RFW flow was greater than
indicated ( 102.4 percent actual versus 100 percent indicated). At 4:30 p.m.
on September 18, 1995, the licensee conservatively reduced reactor power from
100 to 97.5 percent (3398 NWt) based on the test results. The licensee



reduced power because RFW flow is directly proportional to reactor power.
Therefore, if RFW flow were 102.4 percent, reactor power would be
approximately 102.4 percent.

The licensee initiated Problem Evaluation Request (PER) 295-1039 to assess
this issue and the plant manager notified the resident inspector of this issue
at 4:45 p.m. on September 18, 1995.

2. 1.2 Licensee Followup Actions

The licensee convened an Incident Review Board (IRB) to determine why RFW flow
had increased. The members of the IRB reviewed past RFW tests and past RFW

instrumentation calibration records and discussed testing with other boiling
water reactor owners. The IRB had the following three findings: instrument
calibrations did not contribute to the RFW flow error; the RFW flow error may

have resulted from erosion of the throat of the RFW flow v.nturis; and the
rub'dium and/or sodium injection tests may be inaccurate and may be the source
of »o error.

The IRB had the following recommendations:

(1) Remain at 97.5 percent reactor power until the flow error is confirmed
through additional testing,

(2) Conduct a sodium test to confirm or refute the rubidium test results,

(3) Evaluate the safety significance of the 2.4 percent reactor power error,

(4) Correct'vessel fluence calculations if the rubidium test method was
accurate, and

(5) Assess the effect on reactor vessel internals if the < uuidium test is
correct.

The licensee performed another rubidium test on September 22, 1995, which
confirmed that RFW flow was high.

Currently, the licensee plans to perform additional RFW flow tests from
November 9-16. The plans include the performance of two sodium and two
rubidium RFW flow tests. The results of these tests will be analyzed and
compared to determine if inaccuracies exist between the two tests or if RFW

flow had actually increased. Also, the licensee has performed a preliminary
evaluation of the safety significance of potentially operating for 5 years at
102.4 percent power and concluded that there was no immediate impact to
safety. The licensee plans to remain at 97.5 percent power until the
differences between the two tests are resolved.



2.1.3 NRC Inspection

The inspector reviewed licensee calibration records, attended IRB meetings,
discussed this issue with licensee engineers and management, and observed the
September 22 rubidium flow test. The inspector concluded that the licensee's
actions associated with this issue have been conservative in that reactor
power was reduced when the possible problem was brought to the licensee's
attention. The inspector performed a limited review of the licensee's
assessment of short-term safety significance and identified no safety issues.
A detailed assessment will be performed if followup testing confirms that
reactor power has exceeded the licensed power level. The NRC will continue to
review this issue during the'November RFW flow testing.

2.2 Power Reduction Due to Overheated Connection

Backgr und - HCC HC3A is a 480 Vac nonsafety-related power distribution panel
that provides power to selected balance of plant loads, two of which are
turbine exhaust air Fan 1C (TEA-FN-1C) and some fe'edwater heater drain valves.

2.2.1 Identification and Actions Associated with MC3A Overheating

At approximately 7:50 a.m. on September 30, 1995, while conducting operator
rounds, the turbine building equipment operator (EO) smelled smoke in the
vicinity of MCC HC3A. He immediately notified the shift support supervisor.
At 7:56 a.m., the EO identified the smoke was coming from MCC HC3A. The shift
manager activated the fire brigade. The fire brigade localized the source of
the smoke to be from TEA-FN-1C cubicle and deenergized TEA-FN-1C; however,
smoke and heat continued to come from that area. At 8:07 a.m., the shift
manager directed the reactor operator to reduce reactor power in anticipation
of deenergizing HCC HC3A and that the loss of HCC HC3A would result in a loss
of feedwater heaters and a power transient. At 8:08 a.m., after experiencing
some ditf>culty with the breaker cubicle door interlock, the fire brigade
opened the door and found that no fire existed. The fire brigade found that
Phase A on the line side connection of the disconnect for TEA-FN-1C was
discolored. Because the loss of HCC HC3A was no longer likely (smoke resulted
from the loose connection and TEA-FN-1C had been deenergized), the shift
manager directed that the power reduction be discontinued. At 8:32 a.m,,
after further inspection of the distribution system to assure that there was
no additional smoke, the shift manager directed reactor operators to restore
power to 100 percent. The shift manager initiated PER 295-1085 to document
this event and requested the initiation of an IRB.

2.2.2 Licensee Followup

The IRB had the following observations and conclusions: the cause of the
smoke was a loose connection (3/8-inch bolt) between the angled bus section
ana the disconnect. which resulted in high resistance and overheating. Annual
thermography had been performed on MCC Panel HC3A in February 1995 and had
identified no elevated temperatures; however, annual thermography had
identified higher than normal temperatures in another similar breaker cubicle



(for TEA-FN-IA). Preventive maintenance and cleaning of this panel, which is
performed every 4 years, was last done in Hay 1992. The licensee concluded
that plant operation resulted in the loosening of the fan's bolted
connections.

The IRB recommended implementing thermography scans on Size 5 electrical
cubicles every 6 months and scheduling the tightening of the identified hot
connections.

The licensee implemented immediate corrective actions, including visually
inspecting other turbine building fan cubicles for unusual heating and
replacing damaged electrical components of TEA-FN-IC.

2.2.3 NRC Inspection Followup

The inspector observed the overheated electrical connections of TEA-FN-IC,
d'.scussed the licensed operator event response with management, and reviewed
the IRB report. The inspector concluded that the licensed operator response
to the smoke in MCC HC3A was timely and appropriate. The inspector concluded
that the IRB assessment could have been more thorough had they evaluated the
timeliness and appropriateness of the operators'esponse and evaluated the
potential causes of the bolts being loose.

2.3 Ina ro riate Behavior b an EO

At approximately I:30 a.m., September 26, 1995, an EO, who was in the
mezzanine of the high pressure core spray room, dripped nonradioactive water
on a firewatch that was passing by in the lower area of the pump room. The
firewatch notified the shift support supervisor. The shift support supervisor
and a health physics technician responded to the scene. Upon arriving, the EO

informed the health physics technician he had intentionally dripped water on
the firewatch as a practical joke.

The sh ft manager counseled the EO and returned him to his du>, . After
leaving the site, the EO's protected area access was withdrawn and later that
day the EO willingly participated in for-cause fitness-for-duty testing. The
licensee subsequently investigated the event and concluded that the EO's
actions during,that shift did not affect safety. The licensee considered the
EO's actions to be inappropriate and took disciplinary action. The licensee
determined that this event was an isolated incident and discussed this event
with all members of the operating crews.

F

The NRC inspector interviewed the shift manager and discussed this event with
licensee management. The inspector agreed with the licensee's conclusion that
tne EO's actions had no affect on plant safety. The inspector questioned
returning the EO to his duties after this event. The shift manager indicated
he had observed the EO during two conversations following the event. The
shift manager indicated that through this behavioral observation he concluded
the EO was fit to continue standing watch. The inspector also questioned the
action of the firewatch leaving the area prior to verifying she had not been



contaminated. The shift manager indicated that he and the fire watch
discussed the appropriate response to being potentially contaminated. The
licensee's corrective actions appeared adequate.

2.4 Reactor Core Isolation Coolin RCIC Check Valve Ino erabilit

Background - Valve RCIC-V-28 is a 1 1/2-inch spring-loaded angle check valve
located at the discharge of the Barometric Condenser Pump RCIC-P-2. The
carbon steel valve is manufactured by Rockwell International. This valve has
two functions. When closed, Valve RCIi-V-28 serves as a containment isolation
valve. When open, Valves RCIC-V-28 and RCIC-P-2 discharge barometric
condenser gases from the RCIC turbine to the suppression pool.

Two Technical Specifications (TS) are applicable to Valve RCIC-V-28. TS 3.6.3
requires Valve RCIC-V-28 to be operational for containment isolation purposes.
TS 3.7.3 requires Valve RCIC-V-28 to be operational for RCIC system
operability. The licensee tests the operability of Valve RCIC-V-28 using
surveillance procedures, Plant Procedures Manual (PPM) 7.4.7.3.3A and
7.4.7.3.3B.

2.4. 1 Sequence of Events

On September 15, 1995, during the performance vf PPM 7.4.7.3.3B "RCIC

quarterly Operability Test," operators received a RCIC "Vacuum Tank
Pressure-High" alarm that did not clear. Due to this alarm and the apparent
fa>lure of the surveillance test, the operators initiated PER 295-1034.
Subsequent troubleshooting identified, that Valve RCIC-V-28 was stuck shut,
resulting in the high vacuum tank prcssure'perators declared Valve RCIC-V-
28 and the RCIC system inoperable and initiated PER 295-1036. Valve RCIC-V-28
was considered operable for its containment isolation function and inoperable
for the RCIC system function. The licensee initiated Work Order Task 75 to
repair Valve RCIC-V-28.

When 1a'"e RCIC-V-"" '.-:s disassembled, the licensee found no obvious cause of
the valve's failure to open. The craftsmen noted that the stellite showed
-some separation from the plug, but it did not appear to result in cocking of
the plug or a failure of the plug to seat. The craftsmen also noted slight
indication of rust (1/8 inch) in three locations on the plug and some minor
rust in the valve. The craftsmen and the engineer concluded that the rust did
not affect valve operation. However, the maintenance supervisor noted that
two failure mechanisms were likely: it was possible that the rust particles
could cause the plug to bind; and it was also possible that the plug was

tilting due to past refurbishments resulting in material loss on the guides
and preventing the valve from consistently operating properly due to
misalignment with the valve bore. Craftsmen cleaned the valve plug and the
valve bore using an abrasive material and reassembled the valve.

On September 17, 1995, the licensee declared Valve RCIC-V-28 operable, but
degraded, after having successfully conducted local leakrate testing and valve
cycling.



The licensee performed a followup assessment of operability (FAO) to determine
that the valve was operable, but degraded, based on engineering judgement and
the valve operating after it had been refurbished. In the FAO, the licensee
noted only minor rust was discovered -during the valve refurbishment and there
was no obvious cause for the valve to have stuck. The licensee also noted
that Valve RCIC-V-28 has a history of problems with meeting local leakrate
test administrative limits. The FAO did not discuss the potent>al for cocking
of the plug due to worn guides. Engineering personnel stated that they
understood the possiblility of this occurring, but did not consider it a
plausible explanation. To validate operability of this degraded component,
the licensee established weekly exercising of Valve RCIC-V-28.

On October 16, 1995, the system engineer spoke with the shift manager to
determine the results of the weekly Valve RCIC-V-28 valve exercising. The
sh>ft manager indicated that he was not aware of the valve exercising
requirements. The shift manager initiated PER 295-1117 to document that the
exercising had not been performed as required by the FAO ~

On October 16, at approximately 2:30 p.m., the system engineer and shift
manager performed the Valve RCIC-V-28 testing and the check valve failed to
open. The system engineer left the RCIC room and discussed this issue with
his engineering supervisor. They decided the test should be performed again
with the check valve being hit with a hard hat during the test. At
approximately 3:30 p.m., the second test was performed and Valve RCIC-V-28
opened upon being struck. The system engineer, the system engineering
supervisor, and the shift manager determined that Valve RCIC-V-28 was
operable. They agreed that it would be appropriate to continue to implement
the action of the existing FAO.

On October 17, 1995, during the daily PER meeting, PER 295-1117 was discussed.
The attendees discussed the failure to perform the weekly testing, recognized
the need to establish a formal mechanism for tracking actions that result from
followup assessments of operability, and determined it appropriate to proceed
with the actions of the FAO. The attendees did not question the valve's
operability.

2.4.2 NRC Inspection

On September 17, 1995, the inspector reviewed PER 295-1036, the PERs attached
the FAO and discussed operation of Valve RCIC-V-28 with the shift manager.
The inspector concluded that weekly valve exercising was adequate to assess
the valve's and the system's operability since operability was being verified
within the 14-day requirement of TS 3.7.3 limiting condition for operation.
The inspector considered the FAO, which was based upon engineering judgement,to'e marginally adequate in that the licensee had not determined the cause of
the failure of the valve to open, and the licensee's most likely cause, rust
binding. appeared unlikely since the valve had operated properly for the last,
10 years with valve exercising being conducted every 3 months.
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On October 17, 1995, the inspector reviewed PER 295-1117, reviewed plant logs,
discussed the failure of Valve RCIC-V-28 to open with the shift manager and
the system engineer, and met with the licensee management to discuss the
operability of Valve RCIC-V-28. The inspector attended the daily PER meeting
and observed the licensee's discussion of PER 295-1117. Following the
licensee's discussion, the inspector expressed concern on the operability of
Valve RCIC-V-28 since the valve had failed to operate after only 28 days since
the valve had been exercised. The inspector expressed several concerns
related to this issue: the licensee justified operability using the original
operability determination, although it appeared even more unlikely that the
valve's failure to operate could be associated to rust; the licensee had to
strike the valve to attain acceptable valve operation; the licensee had not
considered this PER to be significant per PPM 1.3. 12; the inspector's review
of the control room logs found that operators had not logged the performance
or the failure of Valve RCIC-V-28 during the October 16 test; and the licensee
had not declared Valve RCIC-V-28 or the RCIC system inoperable after the valve
ha.'ailed its operability test. Additionally, the inspector noted that,
contrary to management's expectation, the EO who had struck the valve did not
use safety equipment to get to the valve which was located approximately
25 feet into the overhead of the RCIC pump room. The licensee stated they
would assess the inspector concerns.

Engineering managers met with the inspector later that morning and indicated
that they believed the valve had failed to operate due to rust binding the
valve plug to the valve bore in three locations on September 15 and was likely
the cause of the failure to operate on October 16. They also believed that
the FAO stated this. They indicated that the FAO would be revised to
incorporate the failure of the valve to operate on October 16. Again, the
inspector challenged the engineering judgement as to the failure of the valve
to operate and only testing the valve weekly to verify operability. It
appeared unlikely that rust could develop in 3 months or in 28 days to the
extent the valve would fail to operate. Additionally, the inspector
questioned the licensee on the decision to strike the valve instead of
disassembling the valve to assess the failure mechanism. The licensee stated
that they would consider the inspector's comments for inclusion in the revised
FAO.

PPM 1. 13. 12A, Processing of PERs, Revision 3, Paragraph 4. 12, states that a

structure, system, or component shall be considered operable or to have
operability when it is capable of performing its specified safety function(s)
under all safety design basis conditions and a determination of operability is
required for safety-related, augmented quality, TS, or LCS-related equipment.
On October 16, operators did not perform an operability determination when
Valve RCIC-V-28 failed to open during surveillance testing. The inspector
discussed the failure to perform an operability determination with the shift
manager. He indicated that in retrospect he should have made an operability
determination and declared the valve inoperable. He indicated that at the
time he believed it acceptable to have engineering assess the test results



prior to declaring the valve inoperable. The shift manager did not recall why
the performance or the results of the test had not been recorded in the plant
log.

The licensee recognized the weaknesses in the FAO and the failures to log and
declare Valve RCIC-V-28 inoperable following the failure of Valve RCIC-V-28 to
open on October 16. The licensee indicated that they were planning to attain
an engineering analysis from a vendor that would indicate that the RCIC system
would remain operable even though Valve RCIC-V-28 wou"id ~ .t open. At the
conclusion of the inspection, this analysis was not available.

2.4.3 Inspector's Conclusions

The licensee's operability assessment process continues to be characterized by
the lack of a questioning attitude, cursory reviews, and inadequate oversight.

~ Operators did not promptly and accurately assess the operability of the
RCIC system or of Valve RCIC-V-28 after the October 16 failure.

Operators did not log the performance or failure of the operability test
for Valve RCIC-V-28 after the October 16 failure.

Supply System personnel continue the practice of striking plant
components to get the components to function properly.

Engineering's FAO for Valve RCIC-V-28 was not thorough in that minor
rust had not previously prevented Valve RCIC-V-28 from opening. No
attempt was made to identify the root cause of the second failure of
Valve RCIC-V-28 to open.

The repeated failure of Valve RCIC-V-28 was not initially considered a
significant PER.

~ Accelerated testing of the valve was not performed due to ineffective
administrative controls. The licensee used the shift turnover process
to track this testing. This method was not adequate to assure that
increased frequency testing identified in the FAO was performed.

The licensee's failure to perform an operability determination for
Valve RCIC-V-28 and the RCIC system as a result of the valve's failure
to open during system testing on October 16, 1995, was a violation of
TS 6.8. 1 and licensee Procedure PPM 1.3. 12A (Violation 397/9529-01).
The effect on operability of the RCIC system due to the failure of
Valve RCIC-V-28 to open is being further evaluated by the licensee and
will be reviewed when the evaluation is completed (Inspection Followup
Item 397/9529-02).

The inspector noted that the failure to implement corrective actions
(increased frequency testing) was similar to a problem discussed in NRC
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Inspection Report 50-397/95-26, Section 9.2. 1, related to the failure of the
heat exchanger to perform testing after completion of a refueling outage.

3 PLANT OPERATIONS (71707, 92901)

3. 1 Plant Tours

The inspector toured the following plant areas:

Reactor Building
Control Room
Diesel Generator Building
Radwaste Building
Service Water Buildings
Technical Support Center
Turbine Generator Building
Yard Area and Perimeter

3.2 Ins ector Observations

3.2. 1 Operating Logs and Records

The inspector reviewed operating logs and records against TS and
administrative control procedure requirements.

3.2.2 Shift Manning

The inspector observed control room and shift manning for conformance with
10 CFR 50.54(k), TS, and administrative procedures. The inspector also
observed the attentiveness of the operators in the execution of their duties.
The inspector concluded that shift manning was in conformance with the
applicable requirements and operators were generally attentive to duties. The
control room was observed to be free of distractions, such as nonwork-related
radios and reading materials.

The inspector observed a number of shift turnovers during this inspection
interval. He noted that prior to shift turnovers the on-shift licensed
operators had initiated a complete review of scheduled activities for their
shift. This review improved the quality and thoroughness of the shift
turnover

process'.2.3

Equipment Lineups

The inspector verified that valves and electrical breakers were in the
position or condition required by TS and administrative procedures for the
applicable plant mode. This verification included routine control board
indication reviews and conduct of partial system lineups. Appropriate entry
into TS limiting condition for operation was verified by direct observation.
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3.2.4 Equipment Tagging

The inspector observed selected equipment, for which tagging requests had been
initiated, to verify that tags were in place and the equipment was in the
condition specified.

3.2.5 General Plant Equipment Conditions

The inspector observed plant equipment for indicatiors of system leakage,
improper lubrication, or other conditions that would prevent the system from
fulfilling its functional requirements. Annunciators were observed to
ascertain their status and operability.

3.3 En ineered Safet Features Walkdown

system valves were in the required position by both local and remote
indication, as applicable.

The inspector walked down selected portions of the fu"owing systems:

Diesel Generator, Division 2

Low Pressure Coolant Injection Trains A and 8
High Pressure Core Spray
Residual Heat Removal Trains A and 8
Standby Gas Treatment
Standby Liquid Control
125-Vdc Electrical Distribution, Divisions 1 and 2
250-Vdc Electrical Distribution

The inspector walked down selected engineered safety featu es (and systems
important to safety) to confirm that the systems were aligned in accordance
with nlant procedures. During the walkdown of the systems, items such as
hangers, supports, electrical power supplies, cabinets, and cables were
inspected to determine that they were operable and in a condition to perform
their required functions. Proper lubrication and cooling of major components
were also observed for adequacy. The inspector also verified that certain

position

The inspector noted that the engineered safety features systems were generally
in good material condition and were aligned in accordance with applicable
licensee procedures for the portions walked down.

4 ONSITE ENGINEERING (37551, 92903)

The inspector performed inspections of the following onsite engineering
related activities during this inspection period:

4. 1 Calibration of the RFW Flow Nozzles

On September 22, 1995, the inspector observed the licensee perform
Procedure 8.3.338.,"Test Instructions--Calibration of Feedwater Flow Nozzles
at WNP-2 Using a Rubidium Nitration Dilution Technique." The inspector



observed that the plant staff who performed the test were familiar with and
adhered to the procedure. The inspector reviewed .the procedure for content
and quality and found the'procedure adequate.

4. 1. 1 Conclusions

The licensee's control of this test was adequate. The inspector's limited
review of the data collected indicated that feedwater flow may be
102.4 percent greater than the previous measured flow. The licensee plans to
conduct additional testing in November 1995 to confirm actual RFW flow. The
inspector will observe selected portions and review the results of this
testing.

5 SURVEILLANCE TESTING (61726)

The inspector reviewed TS surveillance tests on a sampling basis to verify
that:

~ a technically adequate procedure existed for performance of the
surveillance tests;

~ the surveillance tests had been performed at the frequency specified in
the TS and in accordance with the TS surveillance requirements; and

~ test results satisfied acceptance criteria or were properly dispositioned.

The inspector witnessed portions of the following surveillance tests:

7.0.0 Shift and Daily Instrument Checks
7.4.7.3.38 RCIC quarterly Valve Operability Test
7.4.7.9. 1 Weekly Bypass Valve Test
7.4. 1.3. 1.2 Control Rod Exercise

Overall, surveillance testing was performed and documented properly. The
inspector noted that, during this control rod testing, operator self-checking
and second verification had improved compared to previously observed control
rod manipulations. Additionally, the inspector noted improvement in operator
three-way communication.

6 NAINTENANCE OBSERVATIONS (62703)

During this period, the inspector observed and reviewed documentation
associated with maintenance and problem investigation activities to verify
compliance with regulatory requirements and with administrative and
maintenance procedures. required quality assurance/quality control
involvement. proper use of clearance tags. proper equipment alignment and use
of jumpers, personnel qualifications, and proper retesting.
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Maintenance activities observed by the inspector were well implemented, with
good coordination with operations staff. The inspector witnessed portions of
the following maintenance activities:

Descri tion

Service Water System Repair Due to Pin Hole Piping Leaks
Control Rod Hydraulic Accumulator Replacement
Fire Protection Valv~ Rep=ir

6. 1 Postmaintenance Testin of Postaccident Sam lin Valve PSR-V-106

The inspector reviewed documentation (VX32) associated with maintenance that
replaced postaccident sampling check Valve PSR-V-106 because this valve had
previously been installed backwards. After having conducted the. maintenance
to reorient Valve PSR-V-106, the licensee found that this valve continued to
h~ve seat leakage. The inspector noted that Valve PSR-V-106 is a noncode 3/4-
inch check valve that is required to seat against approximately 1150 pounds
differential pressure. Since Valve PSR-V-106 is a noncode valve and is less
than 1 inch, no specific regulatory requirement for postmaintenance testing
existed.

The inspector found the licensee did not perform a hydrostatic or visual
examination of the welds following the replacement of the valve and did not
test for seat leakage at 1150 pounds differential pressure. The inspector
discussed the postmaintenance testing of this valve with licensee management.
Management agreed with the inspector that the postmaintenance testing of
Valve PSR-V-106 was not adequate to identify seat leakage. Licensee
management indicated they were reevaluating the entire WNP-2 postmaintenance
testing requirements and will revise the postmaintenance testing program upon
completion of review.

7 PLANT SUPPORT ACTIVITIES (71750)

The inspector evaluated plant support activities based on observation of work
activities, review of records, and facility tours. The inspector noted the
following during this evaluation.

7.1 Fire Protection

The inspector observed firefighting equipment and controls for conformance
with administrative procedures. The inspector noted that a high number of
fire impairments existed for which fire tours were being conducted because of
concerns with Thermo-Lag and fire seals.

On October 13, the inspector found the fire door, that provides entry to the
primary access of radiologically controlled area open with the lock resting on
the strike plate. The inspector found no fire impairment on or nearby the
door. The inspector noted that the door closure bolts were loose. The
inspector observed seven personnel individually pass through the door without
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verifying the fire door went shut. The inspector indicated to a shift
technical advisor, who had passed through the door that the fire door was not
properly closing'he shift technical advisor indicated he would initiate a
fire impairment for the door.

Approximately 2 hours later, the inspector and the plant manager observed the
fire door was open with the lock on the strike plate and no fire impairment
posted. The plant manager had a fire impairment issued and th= door repaired
later. The inspector noted that general omp!payee training emphasizes that it
is the responsibility of each individual to verify that fire and security
doors close after passage. The inspector considered this a failure of
licensee personnel to identify fire door deficiencies.

7.2 Radiation Protection Controls

The inspector periodically observed radiological protection pract',ices to
determine whether the licensee's program was being implemented in conformance
with facility policies and procedures and in compliance with regulatory
requirements. The inspector also observed compliance with radiation work
permits, proper wearing of protective equipment and personnel monitoring
devices, and personnel frisking practices. Radiation monitoring equipment was
frequently moni'tored to verify operability and adherence to calibration
frequency.

Total WNP-2 worker absorbed dose for September 1995 was 5.93 Person-Rem,
indicating improved focus on reducing exposure. The inspector a',so noted that
the licensee reduced the area of contaminated floor space by decontaminating
the control rod drive accumulator areas and the instrument panel areas on the
522 foot elevation level.

7.3 Plant Housekee in

The insp4 ctor observed plant conditions and material and equipment storage to
determine .Ice genera .';ate of cleanliness and housekeeping. Housekeeping in
the radiologically controlled area was evaluated with respect to controlling
the spread of surface and airborne contamination. Housekeeping was observed
to be excellent during the inspection period. The inspector noted substantial
improvement in labeling of system piping and components.

7.4 ~Securit

The inspector periodically observed security practices to ascertain that the
licensee's implementation of the security plan was in accordance with site
procedures. that the search equipment at the access control points was
operational, that the vital area portals were kept locked and alarmed, that
personnel allowed access to the protected area were badged and monitored, and
that the monitoring equipment was functional. No problems were noted during
these observations.
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7.5 Emer enc Plannin

The inspector toured the Emergency Operations Facility, the Operations Support
Center, and the Technical Support Center and ensured that these emergency
facilities were in a state of readiness. Housekeeping was noted to be very
good and all necessary equipment appeared to be functional.

7.6 Plant C~hemistr

The inspector reviewed chemical analyses and trend results for conformance
with TS and administrative control procedures. Plant chemistry was
satisfactory during this inspection period.

7 ' Conclusions

Plant support performance was generally good during this inspection period.

8 FOLLOWUP (92702)

The inspector reviewed records, interviewed personnel, and inspected plant
conditions relative to licensee actions in response to previous open items.

8. 1 Closed A arent Violation 397 9329-01 "Failure to Take Effective
Corrective Action for Residual Heat Removal RHR S stem Mater Hammer"

Based on the licensee's letter dated November 1, 1993, "Resolution of RHR
Potential Water Hammer Issue," the NRC did not issue this violation. In the
letter, the licensee explained that a design change was not needed since the
probability of a loss-of-coolant accident coincident with a loss of power was
beyond the regulatory requirements to warrant a design change. The NRC agreed
with the licensee's assessment.

8.2 Closed Violation 397 9329-03 "Failure to Follow Su ression Pool
Coolin Procedure"

The subject of this violation was the failure of licensed operators to adhere
to the requirements of PPt1 2.4.2, "Residual Heat Removal," when operating in
the suppression pool cooling mode. The licensee determined that the causes of
the violation were that the shift manager involved was not aware of the
caution statement within the procedure and the same shift manager failed to
adequately review the procedure. Licensee corrective actions included:
revising procedures to clarify caution statement expectations, counseling
individuals involved with the event, conducting training to emphasize
procedure adherence, and emphasizing management expectations for strict
adherence to procedures.

The corrective actions of training and emphasizing procedure adherence were
not fully effective. Additional significant examples of not adhering to
procedures have been identified since this 1993 event. As a result of a
failure-to-follow-procedure event associated with the operation of the reactor
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water cleanup system (NRC Inspection Reports 50-397/95-07 ahd 50-397/95-13),
the licensee has established more comprehensive corrective actions with
respect to procedure adherence. Some of these corrective actions include a

supervisor observation program and procedure revisions to better explain
management expectations with respect to "should" and "shall" statements.
These actions appear to have been more effective.

The inspector discussed RHR system operation with selected licensed operators
and the inspector concluded that operator knowledge of water hammer and RHR

system operation was adequate.

9 LER REVIEWS (90712, 92700)

9.1 Closed LER 397 9301-01 Revision 2 "Ino erable Su ression Pool
Coolin Oue to Potential Water Hammer"

Thi= LER describes the inoperability of the RHR system while in the
suppression pool cooling mode due to the potential for water hammer during the
loss of offsite power and a coincident loss-of-coolant accident. The licensee
revised this LER to change the root cause of the assessment and revise planned
corrective actions. The licensee concluded that there was no need to change
the WNP-2 design basis due to the low probability of having a loss of power
coincident with a loss-of-coolant accident. The licensee determined the root
cause of this event was that management methods did not ensure appropriate
technical input during review and closure of an operational evaluation report
and the failure to follow procedures. To prevent recurrence of this event,
the licensee emphasized expectations for procedural adherence, revised
PPH 2.4.2, trained operators on minimizing the potential for water hammer

while using the RHR system, and reviewed selected operational evaluation
reports for the quality of closure.

The inspector reviewed the licensee's corrective actions and determined they
were appropriate. The licensee's corrective actions with respect to not
declaring the RHR system inoperable while in the suppression pool cooling mode

appeared appropriate due to the limited time the RHR system was required to be

in this mode and the low probability of concurrent loss of offsite power and
loss-of-coolant accidents. The inspector noted that the licensee had
substantially improved the material condition of the safety relief valves
(SRVs). The inspector noted that the time that the RHR system has been in the
suppression pool cooling mode has been significantly reduced in the last two
operating cycles. Prior to this event, the licensee had as many as 14 leaking
SRVs: since this event, the greatest number of leaking SRVs has been 3.
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ATTACHMENT 1

1 PERSONS CONTACTED

Washin ton Public Power Su 1 S stem

J. Albers, Radiation Protection Manager
D. Atkinson, Reactor and Fuels Engineering Manager

*R. Barbee, System Engineering Manager
P. Bemis, Regulatory and Industry Affairs Director
J. Burn, Engineering Director
D. Coleman, Regulatory Services Manager

*L. Fernandez, Licensing Engineer
*G. Gelhaus, WNP-2 Projects Manager
*V. Harris, Maintenance Specialist

P. Inserra, equality Assurance Manager
*A. Langdon, Assistant Operations Manager
*T. Love, Chemistry Manager

H. Monopoli, Maintenance Manager
*J. Muth, equality Support Manager

V. Parrish, Vice President Nuclear Operations
*J. Pedro. Compliance Specialist
*G. Sanford, Planning, Scheduling, Outage Manager

W. Sawyer, Operations Services Manager
*C. Schwarz, Operations Manager
*L. Sharp, Assistant Engineering Director
*G. Smith, equality Assurance Director
*J. Swailes, Plant General Manager

D. Swank, Licensing Manager
*P. Taylor, Shift Manager
*R. Webring, Support Services Director
*R. Winslow, Radiation Protection Support Supervisor

U.S. Nuclear Re ulator Commission

*W. Bateman, Project Director, NRR
*H. Wong, Chief, Project Branch E

*R. Barr, Senior Resident Inspector

The inspector also interviewed various control room operators, shift
supervisors, shift managers, and maintenance, engineering, quality assurance,
and management personnel.

*Attended the exit meeting on October 25, 1995.

2 EXIT MEETING

An exit meeting was conducted on October 25. 1995. During this meeting, the
inspector reviewed the scope and findings of the report. The licensee

'cknowledgedthe inspector's findings. The licensee did not identify that any
proprietary information was provided to, or reviewed by, the inspector.
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ACRONYMS

EO

FAO
GE

IRB
LER

MCC

NRC

PER
PPM

RC IC
RHR

RFW

SRV
TS
WNP-2

equipment operator
followup assessment of operability
General Electric
incident review board
licensee event report
motor control center
U,S, Nuclear Regulatory Commission
problem evaluation request
plant procedures manual
reactor core isolation cooling
residual heat removal
reactor feedwater
safety relief valve
Technical Specifications
Washington Nuclear Project-2


